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February 2006238 Lindsaymuch greater proportion of women are living alone before admis-
sion and will therefore more likely need to go to an assisted-living
facility at discharge.
Dr Dillavou. I completely agree with your last comment.
With the higher age of women at the time of surgery and the fact
that women outlive men, I believe that most of them do not have
someone to care for them at home.
I think reporting on those trends is important because it
really highlights the differences in utilization and the resources
that we are expending to treat the AAA diagnosis in men vs
women. As far as age vs sex, in a multivariate analysis, we did do
that, and they were each independent predictors of mortality. As
far as the recent increase in the number of ruptures, I don’t have
a good explanation. I think that right now it is too early to tell
if this is just a little blip along the curve, or if the incidence of
rupture is actually rising again and may approximate the num-
bers we saw in the early 1990s.
One of our theories of why we are doing fewer elective
repairs and seeing fewer ruptures is the effect of the UK Small
Aneurysm Trial and the ADAM Trial, in that it really high-
lighted for vascular surgeons the importance of doing surgery
on larger aneurysms that are more prone to rupture and are
actually more dangerous to people, as opposed to operating on
the smaller aneurysm, where you could be doing more surgery
patients may result in an overestimation of the true population-but maybe not make a mortality difference, or at least a mortal-
ity difference for many years. It is possible that we have out-
grown the immediate effect from these studies and that this
recent small increase in ruptures is just a normalizing of the
curve after those data have been processed.
Dr William R. Flinn (Baltimore, Md). One of the striking
things in your findings is that the rupture rate for women, unlike
men, has not declined over the period of your study. We were
gratified to hear the recent USPSTF recommendations regarding
aneurysm screening for men, but those recommendations were
most notable for excluding women from consideration of the
screening process. Considering your failure to observe a reduction
in rupture rate for women, and the still striking difference between
the mortality for patients treated for rupture compared with those
treated electively, would you comment about the exclusion of
women from the USPSTF recommendation?
Dr Dillavou. Well, I think this ties into some of Dr. Freis-
chlag’s remarks in that we, as vascular surgeons, many times don
not see women as equal opportunity candidates for AAAs. And in
fact, they are not. The incidence of AAA is probably a 4 to 1, or
maybe even a 5 to 1 difference, men to women. However, a
significant number of women have aneurysms. And I think we need
to be more aggressive in both detecting and treating these aneu-
rysms before rupture occurs.INVITED COMMENTARYThomas F. Lindsay, MD, Toronto, Ontario, Canada
This article presents important information on trends in both
elective and ruptured abdominal aortic aneurysm (AAA) repair and
its associated mortality in the United States Medicare population.
The number of procedures performed in this population is declin-
ing, despite the increasing size of the population65 years of age.
Importantly, significant decreases in mortality after elective AAA
repair occurred during this period, indicating improvements in
care of both men and women. The benefits of these improvements
have not been equally distributed between the sexes. The decline in
elective and ruptured AAA (RAAA) mortality for men is greater
than that observed for women; however, women are older when
they undergo operative repair. Women have a higher chance of
presenting as a rupture, a lower incidence of attempted repair, and
a higher mortality rate.
A key finding in this study is that the RAAA mortality rate has
not declined; however, the incidence of RAAA appears to have
declined. Overall, the population aneurysm-related mortality is
significantly influenced by the excessive RAAA mortality. This
highlights the importance of AAA identification through screen-
ing, which can have a significant impact in reducing the aneurysm-
related mortality. Continued efforts to reduce the mortality of
elective AAA repair will also have a significant population impact.
The acknowledged limitation of this database is that it cap-
tures only those aged 65, therefore eliminating 15% to 25% of
United States AAA repairs. The lack of information about youngerbased perioperative mortality rate. This difference is likely to be
larger for men than for women because women develop aneurysms
at an older age.
The article highlights key areas where the profession must
advocate on behalf of patients and identifies areas that require
further study to reduce aneurysm-related mortality at the popula-
tion level.
First, implementing evidence-based screening programs is
critical to identify patients with asymptomatic aneurysms to further
reduce the incidence of RAAA and offer elective repair. Studies of
women are warranted to determine if AAA screening is beneficial
and to identify a female size threshold for repair.
Second, research into the pathophysiology of organ injury
after RAAA repair is important to develop approaches to reduce
postoperative morbidity and mortality.
Third, the impact of endovascular aneurysm repair (EVAR)
on AAA mortality is just beginning to be identified in this
population and will become clearer with ongoing surveillance.
EVAR has been proven to reduce 30-day mortality and 4-year
aneurysm-related mortality. The increasing application of EVAR
to RAAA may be the first major advance to decrease the mortality
associated with this condition in 55 years.
This article does identify important progress in the treatment
of abdominal aneurysms over the last decade, and it highlights that
the benefits of progress have not been shared equally between the
sexes.
